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% ..o FIRSTFREPORT OF INJURY™ .« iv L sy

7 IMPORIANT: This scclion must be com. - SEND THIS REPORT IN ‘IRIPLIEZ;E 10: N .

EMPLOYERS MUTUAL LIABILITY INSUPAN(E A B
.(UMPANY oF WIS(ONSN

2}0«:. ° ._;n d 'l’;"'l':g ol . / INSURER'S MINNESOTA .WIIHHO\DlNG TAX NUMRLR 886379

et w'"'h dng faa Numbee THE_ MINESOTA WOPKHINES, COV ST €O eSION Vi NECESSARY.
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NON lex M CI F[OJ Occupation ._QA_‘{ MM anred
4. Morital stotus-Single g_] Moarried O Separoled ] Divorced .
5. Type of empleynw'm Full-time fﬁ Parttime [ Scosons! [ Volunteer T3 If ether, apucify
] 6. Type of work program. if applicable: Apptenhce O GI Y other, specify
EMPLOYEE 7. Avercgo earnings per veek $ __A1Z.10. Check it earnings are bnsed on picce wark. [
2. Straight-time worked: Hours ger day 8 Number of deys worked per week
9. Average ovar-time worked. Hours par day Numter of doys worked par week
IO Stecight tima cate: $ 2238 per hour. Over-time rate: $ per haur,
. I part-time worker, state totol omount earned, total number of doys worked and total number of wevks
1 .
: } worked in the lust 26 weeks. $ days weeks
hours normally worked by full-time employees per week
12. i fumished in additicn 1o woges, state weekly volue of: Board $ ______; lodging §
\ 13. Did cmployee have other regular employment at time of injury? if yes, where?

V4. Employer EEILLY 748 & CIZICAY COEP,  PIANT & 2 Tel. No. 922=7331

15. Type of ownership: Individual [} Portneeship [J Corpovohong f other, specify
: 16. Employer's oddress 100D _VALZER Sopiem

v -:"
EMPLOYER City 82, LCUIS FAUK State __JiLSTTSCTA Zip Code .._'.—‘.1&-5 ;
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. 17. Name of employer representative or supervisor who first received knowledye of E]ury-\.;:u AR S '
: : 18. Date v-hen notice was ieceived 10-‘;-2_-_2_ Time of day injury occurred 9:45 : P.M.
19. tecotion where injury cecurred LU 3Zh YARD -
2. Nature of claimed injury or disease _BSSH G PALY CF RIMND_arD
NATURE 21. Did cloimed injury or dueate carse koss of time? Yes & No () #f yes, inst day workt.d" 10-33':1'_3_ =
:;{l":N 22. Were full wages paid for lost day worked? Yes £ No ) -
OF |NIURY 23. Hos employee returned to werk? Yes{] No [7 IF yes, when 10=27=T0 q
24. i injury or disease resulted in death to cmiployce complete the following: Dote of death o
oRr 4 ¥ 9 5 3
: DISEASE Nome of depcndent or next-of-kin R.floﬁ/\'ship :
i Address i
MEDICAL 25. Nome of treating physican . ST, ILUIS Lo IEDICAL OB L Td No. 8273123 __
A}QDI Address _H0QQ 12:5% 32th STRGIL SR, IQUIS PART, LIZI
HOSPITAL 24, Hospatal Ardioss
27. Uid employer autherize medicol tieatment? Yes i No 03
28. Describe how injury oscurred -.E_O_L_L_L Rooil:D LY o
CALUSE
OF 29. Muchine, tool or opphance causng injury 3358 .
INJURY 3C. Did any ‘employce physical handicap conte: !ule 1o covse of ; .ury’ Yes {3 No [ li yes, how?
3. What actien hm-b:;n token to prevent recurrence? _— i
—_— _.///_-./.._.-,/ -
- -~ -’:—-@..—q\-’
Dored XOVETIR 18, 1o T Signed by gl S Ll "“"’O‘li.&‘"—‘
(ODTRVE INLIKUCTIONS ON REVERSE SIDE) Ofcral Titd PLATC TAIAGE,
¥ S
W 102 Dee 1749 replare whuth it ane be uveld &
e c' ,: replares €1 atuck shoil ant be oy Phone Mo. _.»}-‘)__7“',1
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